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1144-51 Trends in Management and Outcomes of Acute Aortic 
Dissection: Lessons Learned From the First 1,000 
Patients Enrolled in the International Registry of Acute 
Aortic Dissection (IRAD) 
Kim A. Eaqle, Chrlstoph A. Nlenaber, Rajendra H. Mehta, Jeanna V. Cooper, Dean E. 
Smith. Truls Myrmel, Udo Sechtem, Eduardo Bossone, James Januzzi, Eric M. 
Isselbacher, On Behalf of the International Registry of Acute Aortic Dissection (IRAD), 
University of Michigan, Ann Arbor, MI, Massachusetts General Hospital. Boston, MA 
Background: Acute aortic dissection (AAD) has a high mortality despite advances in 
medical and surgical therapy. However, it is unknown how the treatment and outcomes 
have changed in recent years. Methods: To study this, we analyzed 1032 AAD patients 
enrolled in IRAD between l/l/96 to 12/31/2000. Patients were divided according to the 
time of enrollment into two groups consisting of equal number of individuals (n=516 
each). Clinical features, imaging findings, treatments and outcomes were compared 
between these 2 groups stratified by AAD type. Resulls: Group I patients (type A=331, 
type B=l85) were enrolled between l/1/96 and 5/15/98 and Group II (type A=318 type 
8~200) between 5/15/98 and 12/31/2000. Demographics, clinical features and imaging 
findings were similar between the 2 groups with types A and B AAD. The only exception 
was a higher incidence of pulse deficit in group II (30%) vs. group I (13%) in patients with 
type B AAD (pcO.001). Importantly, the proportion of type A AAD patienrs managed sur- 
gically increased significantly during the latter time period (group I=71 % vs group ll=68%. 
pcO.001). This increase was due lo more elderly (aged270 years) type A patients being 
operated in the latter time frame (54% YS 82%, pcO.001). Nevertheless, despite the 
increase in older type A AAD patients undergoing surgery, the surgical mortality 
decreased from 41% to 31%. The proportion of type B AAD patients undergoing surgery 
did not change over time (15% vs 16%). but those managed with percutaneous stents/ 
fen&rations nearly doubled from 8% in group I to 16% in group II. The surgical mortality 
for type B patients decreased (group l=36% vs group ll=29%, p=NS) with no change in 
death for those managed medically (9.7 vs 9.5%) or with percutaneous technique (7.7% 
vs 6.3%). Conclusions: Our data provide a unique insight Into temporal trends in the 
treatment and outcomes of AAD patients. In recent years (within IRAD centers) there has 
been a decline I” surgical mortality for type A AAD despite more patients (including high- 
risk elderly) being managed surgically. In contrast, otherwise medically managed type B 
AAD patients were more likely to be treated with percutaneous technique in recent years. 
1144-52 Ready-Made, Recalibrated, or Internally-Derived 
Preoperative Cardiac Surgery Risk Models in a 
Predominantly Asian American Pacific Islander 
Population 
Todd 8. Seto. Deborah A. Taira, Fredric Pashkow, The Queen’s Medical Center, 
Honolulu, HI, Hawail Medical Service Association. Honolulu, HI 
Concerns about the applicability and ease-of-use of ‘ready-made’ or externally derived 
preoperative cardiac surgery risk models limit their routine use, particularly in a predoml- 
nanny nonCaucasIan pt population. We derived a preoperative risk model using data 
from our Institution (550 cases/yr; 41% Asian, 30% Pacific Islander; 27% Caucasian) and 
compared it lo the Society of Thoracic Surgeons model (33 variables) and to a ‘recall- 
brated’ Ontario Cardiac Care Network model (6 variables). Methods Clintcal factors 
associated with in-hospital mortality among 863 cardiac surgery pts from 9197-6199 were 
identified. Variables that fit the best regression model were selected (derivation set) and 
then applied to pts (n=ll91) from 7199.12lOl (validation set) to predict in-hospital mortal- 
iv. The 6 variables from the Ontario model were included in a separate regression model 
to obtain coefficients ‘recalibrated’ to our population. Area under ROC curve was used to 
compare predicted mortality from the Ontario, STS, and our internally derived model. 
&&I&: Our index mcludes 9 items (age, gender EF, h/o renal failure 8 diabetes, prior 
cardiac surgery, combination valve/CABG surgery, preoperative IABP use, urgency of 
surgery), with ROC .79. Our Index is slightly less precise than the longer STS index 
(ROC .83, p=.O7) but similar to the recalibrated Ontario index (ROC .80, pc.2). Conclu_ 
&: A pre-operative risk-stratificahon model from a large Asian American Pacific 
Islander population compares to those developed from largely Caucasian populations. 
Thus, an Internally-derived risk index can accurately estimate preoperative death and 
may be more acceptable lo physlclans than ‘recalibrated’ or more complex external mod- 
els. 
1144-53 Outcomes of Coronary Artery Bypass Graft Surgery: 
Impact of Gender and Geography 
Suma H. Konety, Mary Sarrazin, Gary Rosenthal, University of Iowa, Iowa City, IA 
Background: While prior studies have examined racial varlatums in outcomes after coro- 
nary artery bypass graft surgery (CABG), the impact of gender and geographic location 
on these relationships is poorly studied 
Methods: We reviewed Medicare claims data on 911,407 patients who underwent CABG 
from 1994 -1999. Patients were grouped into four regions based on their state of resi- 
dence: Northeast, Midwest. West and South. Mortality was defined as death in the hospi- 
tal or within 30 days of CABG. Regression analyses were used to adjust for patient risk 
factors, hospital volumes and tha underlying hospital mortality. 
Resulb: While unadjusted mortality was higher in blacks than whites (5.6% vs. 4.6%; 
p<.OOl), the difference was greater in males (5.2% vs. 4.0%, blacks vs. whites) than in 
females (6.0% vs. 5.7%). Mortality in black and white females was similar after adjustmg 
for patient and hospital characteristics (ORc0.95; ~~0.15). However, mortality in black 
males remained higher, even after adjusting for patient and hospital characteristics 
(OR=l.l5; pc.001). In stratified analyses, these differences were largely limited to black 
males in the South (Table). Conclusions: Racial differences in CABG outcomes are 
largely limited to black males who reside in southern states. While differences in patient 
and hospital level characteristics explained much of racial disparity in mortality I” other 
regions, differences in southern states may reflect unmeasured risk factors or differences 
in delivery of care. 





Adjusted OR for patient characteristics 1.21 1.12 
Adjusted OR for patlent characteristics and hospital 
volumes 
1.21 1.10 
Adjusted OR for patient characteristics, hospital volumes 1.12 1.05 











1144-54 Long-Term Survival of the Very Elderly Undergoing 
Coronary Artery Bypass Graft Surgery 
Lawrence J. Dacey, Frank W. Sellke, Robert A. Clough, Donate &to, Reed D. Quinn, 
Robert F. Dunton, Bruce J. Leavin. Cathy S. Ross, Gerald T. O’Connor, Northern New 
England Cardiovascular Disease Study Group, Lebanon, NH 
Background: lncreasmg numbers of the very elderly are undergoing coronary artery 
bypass surgery (CABG). Short-term results have been studied. little data are available 
concerning long-term outcomes. 
Methods: We conducted a cohort study of 27.064 consecutive patients undergoing 
CABG surgery between 1987.97. Patient records were linked lo the National Death 
Index to assess suwival. 
Results: During 103.087 person years of follow-up there were 3,805 deaths. There were 
1140 patients age 80-84 (4.2%), and 207 patients ~85 (0.8%) who underwent CABG 
surgery. Crude in-hospital mortality was 7.6% (80-84 years), and 14% for those >= 85. 
Patients >= 80 were more likely lo be female (44%), less likely to be elective priority 
(25%), and more likely to have associated comorbidities than younger patients. In 
patients 80-84, median survival time was 9.3 years, with an annual incidence rate of 
death of 8.6%. In patients >= 85, median survival time was 5.8 years, and the annual 
incidence of death was 15.2%. 
Conclusions: Although the very elderly have more comorbidities and more acute pre- 
sentation than younger patients and their In-hospital mortality IS high, their long-term sur- 
vival IS surprisingly good. 
Survival Time by Age 
Age Group Number of Subjects Annual Death Rate, % 50% Survival Time, Years 
<=79 25,717 3.5 
80-84 1140 8.6 9.3 
>=a5 207 15.2 5.8 
1144-55 Impact of Depressive Symptoms on the Outcome of 
Coronary Artery Bypass Surgery 
Viola Vaccarinq Zhenqiu Lin, Jennifer Manera, Sarah Roumanis, Harlan M. Krumholz, 
Emory University School of Medicine, Atlanta, GA, Yale University School of Medicine, 
New Haven, CT 
Background. CABG is commonly performed to relieve symptoms and improve function in 
patients with CHD. Depression is a poor prognostic factor and is frequent in CABG 
patients. We hypothesized that depressed patients have less functional benefit from 
CABG. 
Methods. We followed for 6 months 1045 patients (763 men and 282 women) aged ~30 
yrs who underwent first CABG between 2/99 and l/01. Depressive symptoms before sur- 
gery were determined using the Geriatric Depression Scale (GDS), and physical function 
using the SF-36 physical component scale (PCS). Patients were diwded into 3 groups: 
non-depressed (GDS score <5), mildly depressed (GDS score 5 lo 9) and definitely 
depressed (GDS score>=lO). Patients’ physical function was considered improved if 
there was at least a B-point increase in PCS at 6 months. 
Resuhs. At baseline. 188 patients (18%) and 90 (9%) scored as mildly and definitely 
depressed, respectively. Depressed patients were more often female, had worse func- 
tion and more comorbidity, but were younger than non-depressed patients. At 6 months, 
54% patients had improved function. Depression was a significant independent predictor 
of lack of functional gains after adjusting for demographic factors, medical history, sever- 
ity of CAD, angina class, baseline PCS score, body size and procedural characteristics 
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(Table). This association was stronger in women than in men (PzO.02 for interaction). 
Conclusion. Depression is associated with poorer functional benefits after CABG, partic- 
ularly in women. 
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Caucasians (CA, 31% females, p<O.OoOl) underwent 5560 PCls and 10384 CABG prc- 
cedures. Gender (p=O.l22) and race (p=O.641) had no significant impact on the choice of 
procedure. There were 397 (2.5% of 15994 patients) in-hospital post-procedural fatali- 
ties. Mortality rates were similar in AA and CA but significantly higher in women (3.3% 
versus 2.1% in men. p<O.OOOl). Within race analysis showed no effect of gender on mor- 
tality in all AA patients and in PCI or CABG groups separately. However, in-hospital mor- 
tality in CA women was 50% higher than in CA men (163/4865 versus 226/10700, 
p<O.OOOl). This mortality excess was observed only in CABG patients (4.2% in CA 
women versus 2.6% in CA men. p<O.OOOl). Detrimental effect of female gender on in- 
hospital mortality remained unchanged when outcomes were adjusted by age, diabetes, 
hypertension, congestive heart failure, and smoking history. 
Conclusion: In a large all-inclusive cohort of patients with coronary artery disease past- 
revascularization mortality was not affected by race. However, white women undergoing 
CABG incurred a 50% higher mortality than men. This gender-related increase in mortal- 
ity was independent of age, diabetes, and other co-morbidities. 
All Patients Man Women 
0 95% P for 0 95% P for 0 95% P for 
R Cl Trend R Cl Trend R Cl Trend 
No Depressfon 1 0.005 1 _ ~ 0.17 t- 0.006 
Mild Depression 1. 0.9. 1. 0.8. 1. 0.6 
4 2.3 5 2.9 3 3.0 
Definite 2. 1.3. 1. 0.6- 5. 1.6- 
Depression 7 5.5 6 4.2 6 17.4 
1144-56 Multivariate Analysis of 2,300 Patients Demonstrates 
Minimal Influence of Obesity on Outcomes for Coronary 
Bypass Surgery 
Louis I. Astra, Thomas E. Williams, Robert E. Michler. Ohio State University, Columbus, 
OH 
Background Obesity has been shown in multiple studies to result in additional risk 
of adverse outcomes in those undergoing coronary bypass surgery. In fact, obesity is 
used as an independent predictor of risk in several risk assessment scores including 
the Parsonnet and STS models. Our study examines the experience at Ohio State 
University to determine the effect of obesity on outcome. 
Methods: All patients that underwent isolated coronary bypass procedures, including 
reoperations, between January 1997 and June 2002 were examined retrospectively. 
A total of 2,334 procedures were performed. Of those, 296 patients were obese 
(BMI>=35, range 35.0-75.2, mean 40.2) and the remaining 2,026 patients acted as 
controls (BMlc35, range 16.3-34.9, mean 27.2). The obese group was compared to 
the controls with respect to age, gender, diabetes, history of myocardial infarction, 
and NYHA functional class. Survival and potential complications including sternal 
infections, pulmonary complications (pneumonia, ARDS. pulmonary embolus, 
prolonged ventilatory assistance), cerebrovascular events, and bleeding were then 
analyzed in a multivariate fashion. 
Results: (See Table)Of the preoperative variables, the only significant difference 
was gender, with the obese group having more females. No significant difference 
was found in perioperative mortality. There was also no difference in the frequency of 
reoperative surgery between groups. The only significant difference in morbidity was 
with superficial sternal wound infections, with the obese population having a higher 
risk. Of the remaining prelpostoperative variables, diabetes and postoperative 
bleeding approached statistical significance with obese patients more likely to be 
diabetic, and less likely to require blood transfusions. 
Conclusions Obesity is not an independent risk factor of survival in coronary 
bypass surgery. This study also demonstrates that obesity has minimal impact on 
outcomes, with the only effect being supedicial sternal infections. 
Patient and Outcome Analysis 
Variable Obase(BMI>=35) Controls (BMlr30) P value 
Male, % 53.0 72.0 <.OOOl 
Age (mean), Y 63.0 64.1 .6025 
Mortality, % 1.7 2.5 .4624 
Superficial Sternal, Infections, % 3.4 0.5 <.0001 
Deep Sternal Infections 0.7 0.5 .9355 
CVA (pertoperative), % 0.5 0.05 .6061 
Requiring blood transfusions, % 63.6 69.0 .0741 
1144-57 Outcomes in Coronary Revascularization Procedures: 
Race Is Less Important Than Gender 
Mikhail Torosoff, Robert D. Millar, Steven A. Fein, Jan L. Houghton, Edward F. Philbin. 
Ill, Albany Medical College, Albany, NY 
Background: Current literature suggests race and gender-related disparities in cardiovas- 
cular care delivery. Effects of gender and race on the outcomes of coronary revascular- 
ization procedures are debated. In addition, clinical outcomes of revascularization are 
potentially confounded by the selection bias when higher risk patients undergo lower risk 
procedures. To minimize this bias, we reviewed in-hospital outcomes in an all-inclusive 
cohort of patients undergoing any coronary revascularization procedures during the 
selected time period. 
Methods: All patients treated with coronary artery bypass grafting (CABG) or percutane- 
ous coronary intervention (PCI) at a tertiary medical center during 1997-2001 were 
included in the study. Contingency, ANOVA, and logistic regression analyses were 
employed to evaluate the determinants of in-hospital modality 
Results: During the study period, 379 African-Americans (AA, 44% females) and 15565 
1144-58 Intra- and Post-Operative Treatment end Course 
Variables Associated With Stroke Subtypes Following 
Coronary Artery Bypass Graft Surgery 
Donald S. Likosky, Steven P. Braff, Gregg S. Hartman, Eric S. Landis, Louis R. Caplan, 
Ronald M. Weintraub, Brett I. Applebaum, Cathy S. Ross, Gerald T. O’Connor, Northern 
New England Cardwascular Disease Study Group, Lebanon, NH 
Background: We previously determined that embolic and hypoperfusion strokes 
accounted for 62% and 9% of all strokes secondary to CABG surgery, respectively. In 
this study we quantified the association between intra- and post-operative factors and the 
risk of etiologic stroke subtypes. 
Methods We conducted a prospective cohort study of 26,009 patients undergoing iso- 
lated CABG surgery from 1992-2000. Etiology was classified as: embolic, hypoperfusion, 
or other. These analyses focused on the first two subgroups due to their homogeneity. 
Embolic strokes were defined as ischemic strokes with one of three likely sources of 
thrombus: aortic, cardiac or carotid. Hypoperfusion strokes were defined as strokes due 
to a mixture of extracranial stenoses and/or systemic hypotension. Odds ratios were 
adjusted for age, gender, diabetes, vascular disease, renal failure, acuity, ejection frac- 
tion. Those without strokes were the reference group for odds ratios. 
Results: Atrial fibrillation was significantly associated with embolic (OR 2.4, Cl ss-,- 1.6 - 
3.2, p<O.OOl) and hypoperfusion strokes (OR 5.4, Cl s5% 2.2 - 13.7, p<O.OOl). Patients 
having cardiopulmonary bypass duration greater than 120 minutes, versus less than 60 
minutes, had a 1.5-fold (Cl s5% 0.6 - 2.5, ptrend 0.03) risk of embolic, and a 6.4-fold 
(Cl ssx 0.8 - 52.0, ptrend 0.01) risk of hypoperfusion strokes. 
Conclusion: After adjusting for preoperative factors, post-operative atrial fibrillation and 
duration of cardiopulmonary bypass remained significant predictors of both embolic and 
hypopelfusion strokes. Prevention and management of atrial fibrillation and attention to 
prolonged exposure to extracorporeal circulation may offer leverage areas for the 
improvement of stroke outcomes. 
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1169-51 People at Increased Risk of Cardiovascular Disease 
Screened for the NAVIGATOR Trial Frequently Have 
Undiagnosed Diabetes or Impaired Glucose Tolerance 
Robelt M. Califf, Rury Holman, on behalf of the Navigator Trial Steering Committee and 
Investigators, Duke Clinical Research Institute, Raleigh, NC, Oxford Centre for Diabetes, 
Endocrinology and Metabolism, Oxford, United Kingdom 
Background: Impaired glucose tolerance (IGT) and type 2 diabetes (T2DM) increase the 
risk of cardiovascular disease (CVD) 2-4 fold. NAVIGATOR (Nateglinide and Valsartan in 
IGT Outcomes Research) is a multinational, randomized, placebo-controlled, double- 
blind, 2x2 factorial design trial investigating whether progression to T2DM or new CVD 
events can be reduced by nateglinide and/or valsartan. 7500 individuals SO y with CVD 
or ~555 v with risk factors for CVD and with IGT are beina recruited. Results: Of the 7215 
people screened by August 2002, man and women were equally represented, most were 
Caucasian 181%) with mean f*lSD) bodv mass index 30+6 kc/m* and 1546 have been 
I  ,  _  
randomised. The prevalence of impaired fasting glucose (IFG), IGT and TPDM did not 
differ between those with risk factors for CVD and those who had already had a CVD 
event. Only a minority had normal glucose tolerance (NGT): 
255~ + risk factors 
~50~ + CVD 
” Age NGT IFG IGT DM 
4946 64i6 30.4% 11.6% 30.7% 27.2% 
1963 63+8 31 .O% 12.3% 28.9% 27.6% 
Conclusion: These results suggest that, in people at increased risk for CVD, diabetes is 
frequently undiagnosed and that IGT is common. Oral glucose tolerance testing should 
